
1128 CANADIAN JOURNAL OF ANAESTHESIA 

tions, leads one to ask if relatively high concentra- 
tions of  local anaesthetic should ever be used for 
postoperative analgesia. Opioids and local anaesthet- 
ics have been shown to be synergistic in animal 
models and at least additive in several human post- 
operative analgesia trials. 2-4 However, recent reports 
have shown that an additive analgesic interaction can 
be attained with relatively low concentrations of  
bupivacaine (0.1-0.3 mg-m1-1) infused at a rate of  
1-5 mg.hr-aJ s-s) It may also be necessary to titrate 
the local anaesthetic and opioid separately to obtain 
the greatest degree of  analgesic synergy. Fixed mix- 
tures of  opioids and local anaesthetics make it diffi- 
cult to optimize the benefits of  each analgesic and 
reduce side effects, s-s This may be best accomplished 
by utilizing a patient controlled analgesia delivery 
system for the opioid component. 

Kahn's report points out the potential for high 
concentrations of  bupivacaine to produce confusion 
in the evaluation of  postoperative neurological 
deficits. Concentrations of  bupivacaine > 0.06% do 
not appear to add much in analgesic benefit and con- 
tribute to a greater incidence of  motor block and 
hypotension. 3-s I would suggest that any patient 
developing motor deficit in the postoperative period 
should have the local anaesthetic discontinued from 
the epidural analgesic solution. The patient should be 
reevaluated within two hours to examine for regres- 
sion of the nerve block. Furthermore, concentrations 
of  bupivacalne > 0.06% are not warranted and should 
be abandoned in the delivery postoperative epidural 
analgesia. 

Frederick W. Burgess MD PhD 

Providence RI USA 
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R E P L Y  
Synergistic effects of combined opioid-local anaesthetic 
epidural mixtures are more evident in thoracic than in 
lumbar epidural I infusions. However, the optimum con- 
centration of each drug has yet to be determined. In an 
ideal setting, titration of each drug could best achieve 
the desired result. This may be impractical on a busy 
Acute Pain Service, and expensive, as two infusers and 
two drug mixtures are required. Our experience with 
very low concentrations (0.01-0.03%) of bupivacaine 
resulted in inconsistent analgesia, depending on the 
surgery, the site of the epidural catheter, drug mixtures 
and infusions rates. In addition it is labour intensive. 
Despite these low concentrations, sensorimotor blocks 
with lumbar epidural catheters still occurfl 

The references quoted to reduce concentrations of 
bupivacaine do not support the recommendations. 
Reference #3, by addressed the fentanyl sparing effects of 
various concentrations of bupivacaine with no mention 
of the deleterious effects of bupivacaine 0.125%. 
Although lower concentrations of bupivacaine were used, 
high infusion rates of up to 22 ml.hr -~ were needed, rais- 
ing the question, was less drug used? Reference #43 is an 
abstract, non-peer reviewed article, with few patients 
enrolled in each group. Reference #74 et al. suggested 
using bupivacaine 0.2% with ftntanyl in thoracic epidu- 
rals for thoracotomies. References #6 s and #86 demon- 
strated that low dose bupivicaine did not improve 
analgesia. Perhaps higher doses are needed. In a follow 
up study, z bupivacaine 0.125% was found to improve 
analgesia after thoracic and abdominal surgery, with 
minimal sensorimotor distubance. 

Using 8-12.5 mg.hr -1 epidural bupivicaine as a con- 
tinuous infusion would not be considered high dose. In a 
recent review Stevens and de Leon-Casasola, 8 recom- 
mended 6-10 mg.hr -1 bupivicaine 0.2% for epidural 
infusions for postoperative analgesia. When used accord- 
ing to the guidelines in the case report, 9 the incidence of 
motor blocks was low. We have found this regimen to pro- 
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vide analgesia reliably and safely to the majority of our 
postoperative patients. 

To recommend that %oncentrations of bupivicaine 
> 0. 06% are not warranted and should be abandoned in 
the delivery of postoperative epidural analgesia" is not 
based on sound evidence. Perhaps ropivicaine, l~ with its 
motor sparing qualities, may offer some solution. 
Vigilance, frequent monitoring, titrated rather than 
constant infusionfl ~ and appropriate management of 
motor block should be an integral part  of continuous 
epidural infusion care. 

Larry Kahn MB CHB 
Hamilton, Ontario 
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Detecting endobronchial intubation 
during breast surgery 
To the Editor: 
A 69-yr-old lady (weight 79 kg, height 148 cm) was 
anaesthetised for breast reduction surgery. After 
induction, intubation, and the institution of  mechani- 
cal ventilation, vital signs, recorded on a Datex AS3 
monitor, were stable (see Table below). Breath sounds 
were normal and equal, so the low oxygen saturation 
was accepted, given her age, weight and smoking his- 
tory. After 12 min, well into the dissection of  the left 
breast, a decrease in oxygen saturation, increase in air- 
way pressure, and decrease in compliance, all pointed 
to endobronchial intubation. 

Before retracting the endotracheal tube, I wished 
to confirm the diagnosis by auscultation. However, all 
of  the front and sides of  the patient's chest were 
prepped and draped, and part of  the surgical field. 

Previously, the surgeon had discussed this as a 
hypothetical situation and the solution suggested was 
to place a stethoscope in a sterile bag. A clear plastic 
instrument pouch was Provided by the scrub nurse, 
who positioned the stethoscope in each axilla. No 
breath sounds were heard on the left side, confirming 
the diagnosis. The endotracheal tube was pulled back 
2 cm, breath sounds returned, and the vital signs 
returned to their previous values. 
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TAB LE 

Time SpO 2 PETC02 Compliance PAirway Heart BP 
~o mmHg ml.cmH20q cm I-I20 bpm mmI~ 

08:25 93 46 32 23 81 128/80 
08:37 86 45 21 26 75 181/109 
08:42 93 46 32 23 99 168/94 


